BACKGROUND: Patients' race and ethnicity play an important role in quality of and access to healthcare in the United States.
INTRODUCTION
As highlighted in the Institute of Medicine's Unequal Treatment report, 1 access to preventive health care services and life-saving technologies varies according to patients' racial and ethnic characteristics. To date, comparisons have typically focused on health-related disparities between blacks and whites. 2, 3 Notably, fewer Hispanics receive medical care on a monthly basis in physician offices, outpatient clinics, and emergency departments as compared to whites. 4 Not only are Hispanics more likely to have unmet medical needs 5 and less access to healthcare, 6 but they also tend to be less engaged in medical consultations. 7 Furthermore, Hispanics differ from whites in attitudes and beliefs regarding medical procedures 8, 9 and perceived presence of racial discrimination in healthcare settings. 10 For many adults, navigating their way through the healthcare system is an overwhelming task. Theoretical models of health services utilization described by Aday, Andersen, and others have outlined societal factors, patient characteristics, and health services system factors that contribute to the difficulties encountered by certain populations. [11] [12] [13] [14] Furthermore, the process of obtaining medical care and the complexity of health-related decision making are especially daunting for the one-third of American adults with limited health literacy skills. 15 Among Hispanic Americans, the number with limited health literacy skills jumps to two-thirds, thereby defining this ethnic minority group as at risk for having greater difficulty understanding interactions with healthcare providers and experiencing poorer health-related outcomes. 15 In light of the importance of patient-healthcare provider interactions in facilitating quality care 16 and encouraging patients to be active participants in the process of seeking and obtaining medical care, 17 understanding disparities in healthcare communication is crucial to improving outcomes for ethnic minority populations. Because recent studies have reported that Hispanics have lower quality patient-physician interactions 18, 19 and poorer self-reported health 20 as com-pared to non-Hispanics, we sought to investigate these differences further using data from a survey designed to gather health utilization information from a nationally representative sample of civilian, noninstitutionalized adults. The primary purpose of our study was to examine the influence of ethnicityHispanic whites vs. non-Hispanic whites -on respondents' self-reported interactions and decision-making autonomy with healthcare providers. Although links between health-related outcomes and quality-of-care indicators have been explored across patients with different ethnic backgrounds, 18, 19, 21 little is known regarding these issues within the Hispanic population exclusively. To address this gap, the secondary purpose of our study was to describe the extent to which previously reported demographic and socioeconomic characteristics affect the likelihood that Hispanic respondents report positively about their interactions with healthcare providers. [11] [12] [13] [14] To focus on the secondary purpose of the study, individual effects of demographic and socioeconomic characteristics on communication patterns with healthcare providers were explored within the Hispanic cohort exclusively. In other words, each of the above covariates were treated as independent variables for this stratified multivariate analysis.
SUBJECTS AND METHODS

Data Source and Study Population
Statistical Analysis
All statistical analyses were conducted with SUDAAN (Research Triangle Institute, Research Triangle Park, NC, USA) statistical software (release 9.0.1) to account for the complex survey design of the MEPS. Descriptive comparisons were conducted to explore the relationship of respondent ethnicity across demographic and socioeconomic characteristics. Bivariate chi-square (χ 2 ) analyses were used to examine differences in demographic and socioeconomic characteristics as a function of respondent ethnicity. Similar descriptive analyses revealed that all characteristics were significantly associated with at least one of the outcome variables; therefore, all were included in the multivariable analyses (P<0.05). In all tables provided, the reported percentages were weighted to produce estimates for white respondents of both Hispanic and nonHispanic ethnicities within the civilian, noninstitutionalized U.S. population.
Pertaining to our first aim, multiple logistic regression analyses were performed to assess the impact of ethnicity on respondents' perceptions of healthcare providers' communication skills, while controlling simultaneously for the effect of potentially confounding demographic and socioeconomic factors. Second, among the white Hispanic cohort exclusively, a series of multiple logistic regression analyses were performed to explore the independent influence of all demographic and socioeconomic covariates -while simultaneously controlling for all of the other covariates -on respondents' interactions with healthcare providers. For the purposes of multiple logistic regression analyses, responses to the 6 MEPS items were dichotomized as "always" and "not always" (usuallysometimes-never). Results of the multiple logistic regression models are reported in adjusted odds ratios (ORs) with corresponding 95% confidence intervals (CIs).
RESULTS
The sample included 12.2% Hispanics (weighted sample size= 25,921,210) and 87.8% non-Hispanics (weighted sample size= 187,029,977). Demographic and socioeconomic characteristics among the white population by ethnicity -Hispanic vs. non-Hispanic -are summarized in Table 1 . Males composed 51.1% of Hispanics and 48.2% of non-Hispanics. A larger proportion of Hispanics were younger (18-24 years) than nonHispanics (18.3 vs. 11.1%). As compared to non-Hispanics, a greater number of Hispanics lived in MSAs (91.9 vs. 78.0%), were poor (18.6 vs. 7.7%), had not completed high school (45.9 vs. 13.6%), were without health insurance (32.7 vs. 9.3%), and did not have a USC (40.1 vs. 17.4%).
After controlling for the effects of demographic and socioeconomic characteristics presented in Table 1 , Hispanics who had visited a healthcare provider in the previous 12 months reported more positively about aspects of general communication with healthcare providers than non-Hispanics (Table 2) . When compared to non-Hispanics (reference group), Hispanics were more likely to report that their healthcare provider "always" listened to them carefully (adjusted OR=1.36, 95% CI, 1.21-1.53), explained things so that they understood (adjusted OR=1.25, 95% CI, 1.10-1.41), showed respect for what they had to say (adjusted OR=1.52, 95% CI, 1.35-1.72), and spent enough time with them (adjusted OR=1.22, 95% CI, 1.08-1.38). However, when examining responses pertaining to health care decision-making autonomy among all respondents with a USC, Hispanics were less likely to report that their healthcare provider "always" gave them control over treatment options (adjusted OR=0.83, 95% CI, 0.72-0.95), as compared to non-Hispanics (reference group). Hispanics were no less likely than non-Hispanics to report that their healthcare provider "always" involved them in healthcare decisions (adjusted OR=0.87, 95% CI, 0.76-1.00).
Among white Hispanic respondents exclusively, selfreported positive healthcare provider interactions varied as a function of several demographic and socioeconomic factors (Table 3 ). Among those who had visited a healthcare provider in the past year, those living in MSAs (vs. non-MSAs) and without a USC (vs. with a USC) were less likely to report that their healthcare provider "always" listened to them, explained things so that they understood, respected them, and spent enough time with them (P<0.01). The youngest age groups (18-24 and 25-44 years) and those without health insurance reported poorer interactions with healthcare providers as compared to older (≥65 years) and publicly insured respondents (P<0.01). Those living in the Northeast and Midwest were more likely to indicate that healthcare providers "always"
showed respect for what they had to say and spent enough time with them as compared to those living in the West (P< 0.01). Differences in self-reported interactions with healthcare providers did not emerge based on family income or educational attainment. Among Hispanic respondents with a USC exclusively, decision-making autonomy was associated with some of the same demographic and socioeconomic characteristics as healthcare provider interactions reported in Table 3 . However, there were some notable differences (Table 4) . Poor respondents (vs. high income) were less likely to report that their healthcare provider involved them in decision-making (P< 0.01). As compared to females, males were less likely to report that their healthcare provider "always" gave them control over treatment options (P<0.01). Those living in the South and Northeast were more likely to indicate that they were involved in autonomy-making decisions than those living in the West (P<0.01).
DISCUSSION
In this nationally representative sample of civilian, noninstitutionalized U.S. white adults, differences in interactions with healthcare providers emerged between those of Hispanic and non-Hispanic backgrounds. Contrary to our expectations and somewhat inconsistent with previous research, Hispanics were more likely to report that their healthcare provider "always" listened carefully, explained things so that they understood, respected them, and spent enough time with them. For instance, in previous analyses of nationally representative samples (Community Tracking Survey and Commonwealth Fund's Health Care Quality Survey) of U.S. adults -using similar survey items to those employed in the MEPSHispanics reported poorer quality of interactions with healthcare providers. 18, 19 Furthermore, as part of the 2000 Behavior Risk Factor Surveillance System (BRFSS), adults from 3 states responded to similar survey items contained in the MEPS. 21 Based on an analysis of BRFSS data, after adjustment for various demographic covariates, Hispanics were more likely to report that healthcare providers did not carefully listen to them as compared to non-Hispanics; however, respondent ethnicity was not related to differences in other communication variables. 21 Although we cannot fully explain the inconsistency between our findings and previous research, such factors as variation in demographic characteristics of survey participants, discrepancies in formatting and administration of survey items, and variable response rates may contribute to these differences. Furthermore, data comparing Hispanics to non-Hispanics are scarce, thereby limiting our ability to draw widespread comparisons and conclusions. Therefore, our results suggest a need to explore how individual survey items are constructed, interpreted, and best administered among Hispanics. As a next step, the use of qualitative methodologies such as focus groups and in-depth interviews might help to improve quantitative instruments for this population in the future. Why did Hispanics in this study report better communication dynamics with healthcare providers but less decisionmaking autonomy? Our findings that Hispanics felt listened to and respected but not necessarily included in decision making may be related to healthcare provider characteristics, as well as the patient's ethnicity. Furthermore, linguistic factors may also be operating in the context of our analysis. Rudimentary Spanish skills among non-Hispanic healthcare providers may provide an initial feeling of being treated well and listened to in the history-gathering phase of the medical encounter, but providers' language skills may not be advanced enough to adequately negotiate treatment options with a Hispanic, Spanish-speaking patient. Furthermore, lower levels of health literacy skills among Hispanic patients may influence communication dynamics within the medical encounter itself. 15 Our findings do concur with those of Saha et al. 19 in that
Hispanics were less likely to report decision-making autonomy with healthcare providers. These findings suggest that healthcare providers may be more paternalistic with Hispanic patients when it comes to decision making, perhaps related to language barriers and/or unfamiliarity with cultural differences and expectations. Levinson et al. 23 reported that Hispanics were more likely to rely on physicians' medical knowledge rather than seeking out information themselves, and this population feels more comfortable with physicians making treatment-related decisions. Therefore, there may be cultural explanations for these findings, as educational attainment did not influence differences among the Hispanic cohort exclusively. Discordance in patient-physician ethnicity might also play a role.
Within the Hispanic population exclusively, several factors influenced self-reported interactions with healthcare providers, including age, place of residence, census region, health insurance status, and presence of a USC. Furthermore, those living in poverty and from urban areas were less likely to report being asked by healthcare providers to help make medical care decisions. Interestingly, Hispanic women were more likely to report being given control of medical treatments, compared to their male counterparts.
Our results should be considered in the context of several limitations. First, although the MEPS is representative of the civilian, noninstitutionalized U.S. population, the crosssectional format limits causal inferences. Second, we were unable to control for certain patient-related variables shown to influence healthcare interactions (e.g., respondents' health literacy skills and preferred language, 15 respondents' degree of acculturation, 24 and gender-race concordance between respondent and healthcare provider 25, 26 ) not available in the MEPS. Third, as with all observational studies that rely on selfreports, response bias remains a possibility. Fourth, the survey and our analysis did not take into account healthcare provider characteristics. The culture of medicine has all its own behavioral norms, and the cultural background of the provider influences his/her style of interaction within the medical encounter itself. Lastly, those categorized into the same ethnic group do in fact represent large and highly divergent geographic, cultural, and linguistic backgrounds. Understanding the variables, both in providers and in patients, that influence differences and disparities in healthcare communication and decision-making autonomy is crucial to achieving equal healthcare treatment for all Americans. When studying healthcare experiences of Hispanic Americans, who will represent over 20% of the U.S. population by the year 2030, evidence is still inconclusive and warrants further study. 27 Healthcare providers should be cognizant of the unique communication issues faced by Hispanic patients who are at risk for poor health-related outcomes. Within this ethnic minority population, differences were reported in how patients viewed interactions with health care providers, suggesting that further training and continuing medical education must emphasize both cultural competency and how to best meet the unique needs of each individual patient. 
